Objective: The purpose of this article was to examine the validity and reliability of the LifeWindows Information-Motivation-Behavioral Skills Antiretroviral Therapy (ART) Adherence Questionnaire (LW-IMB-AAQ) among HIV+ patients in Shanghai. Methods: We surveyed 426 HIV+ patients in Shanghai's Putuo District to examine the validity and reliability of the questionnaire. The questionnaire includes self-reported demographic characteristics, the modified version of the Community Programs for Clinical Research on AIDS Antiretroviral Medication Self-Report (CPCRA) and LW-IMB-AAQ. CPCRA was used to calculate ART adherence. LW-IMB-AAQ, including the information section, the motivation section and the behavioral skills section, was used to analyze patients' ART adherence. We analyzed data by means, standard deviation, critical ratio, and item-total correlation. Reliability was assessed by internal consistency, split-half reliability, and test-retest reliability. Validity was assessed by exploratory factor analysis (EFA), confirmatory factor analysis (CFA), convergent validity and discriminant validity. Results: Item analysis showed that except for motivation item 1, all items were acceptable. For reliability, Cronbach's alpha coefficients for the three sections and the total scale were all higher than 0.7, with interclass correlation coefficients (ICC) all higher than 0.6 (p<0.001). The Spearman-Brown coefficient for the total scale was 0.825. For validity, results showed that the information section could be divided into two subscales, motivation section and behavioral skills section could be divided into three and two subscales, respectively. Many studies have focused on the barriers and facilitators to adherence, as sociodemographic (eg income, treatment self-efficacy) factors, psychosocial (eg depression, use of drugs) factors, as well as ART's side effects (eg nausea, vomiting) could prevent HIV+ patients from correctly taking ART. 16, 17 A few studies adopted a theory-based model, the Information-Motivation-Behavioral Skills (IMB) model, to study inconsistent adherence to ART. [18] [19] [20] These studies utilized the LifeWindows Information-MotivationBehavioral Skills ART Adherence Questionnaire (LW-IMB-AAQ), which is comprised of three interrelated sections: information section, motivation section, and behavioral skills section. 21 According to the IMB model, acquiring comprehensive information about ART serves as the prerequisite to the motivation and behavioral change of ART adherence.
Introduction
HIV (Human Immunodeficiency Virus) has long been a public health problem in the world since the first AIDS cases were reported in 1981. Although the estimated national HIV prevalence rate in China was around 0.06% in 2014, lower than that (0.35%) in the United States, yet, the annual percentage growth of HIV infection in China increased dramatically with a 16 living with HIV be aware of their HIV status, 90% HIV+ patients receive sustained ART, and 90% of those already receiving ART manage to gain viral suppression. 3 This suggests that optimal adherence to antiretroviral therapy (ART) plays a significant role in helping HIV+ patients achieve effective viral suppression, better immune functions, and lower HIV transmissions. [4] [5] [6] [7] [8] Although the ART therapy has been widely available to HIV+ patients, especially in developed and fast-developing countries, yet, patient adherence to the treatment differed, which can lead to markedly different outcomes. Studies showed that HIV+ patients could achieve the durable status of having undetected virus load at a 90-95% adherence level. [9] [10] [11] [12] [13] However, the average proportion of adherence is relatively low. One meta-analysis research found that the overall adherence was 70% (95% CI 63-76; I = 98%) among Latin American and Caribbean population. Another metaanalytic review of 84 studies across 20 countries showed that only 32.1% (27 in 84) studies observed an optimal adherence above 90%. 9, 14, 15 Many studies have focused on the barriers and facilitators to adherence, as sociodemographic (eg income, treatment self-efficacy) factors, psychosocial (eg depression, use of drugs) factors, as well as ART's side effects (eg nausea, vomiting) could prevent HIV+ patients from correctly taking ART. 16, 17 A few studies adopted a theory-based model, the Information-Motivation-Behavioral Skills (IMB) model, to study inconsistent adherence to ART. [18] [19] [20] These studies utilized the LifeWindows Information-MotivationBehavioral Skills ART Adherence Questionnaire (LW-IMB-AAQ), which is comprised of three interrelated sections: information section, motivation section, and behavioral skills section. 21 According to the IMB model, acquiring comprehensive information about ART serves as the prerequisite to the motivation and behavioral change of ART adherence. 22 Fisher classified items in the information section into two dimensions: specific information about adherence and heuristics concerning adherence. The motivation section consists of both independent and interdependent dimensions. The independent dimension, personal motivation, addresses motivation from personal perspectives while the interdependent dimension, social motivation, addresses motivation from social perspectives. When HIV+ patients hold positive views of the advantage of adherence, and receive encouragement from important people within their social networks, they are more likely to foster stronger motivations to stay in optimal adherence to ART. Adherence-related behavioral skills refer to patients' self-efficacy about adhering to ART and about their abilities of putting the skills and motivations into practice. Once HIV+ patients acquire relevant and comprehensive information about ART, have strong adherencerelated motivations and behavioral skills, they should be more likely to adhere to ART treatment. The LW-IMB-AAQ has been well implemented to strengthen adherence to ART in many Western countries. [18] [19] [20] 23 However, few studies have examined LW-IMB-AAQ in relation to ART adherence among HIV+ populations in Asia. And almost no data is available on the reliability and validity of this questionnaire among HIV+ populations in China. Rongkavilit et al applied the IMB model to assess ART adherence among Thai HIV+ youth, a representative Asian population, and found the model definitions for information and behavioral skills were suitable for that population, while model definition for motivation needed further support considering the different context of cultural background (for example, different religions such as Buddhism, Moslem, Taoism and so on). 24 However, compared with its role in the Thai culture, religion has a lesser role to play in shaping the national culture in China. In this study, we applied the IMB model to a representative sample of HIV+ population in Shanghai, China, and examined the psychometric properties of the LW-IMB-AAQ. We sought to extend the applicability of the questionnaire to explain HIV+ patients' ART adherence based on the IMB model to the Chinese population, and to lay the foundation for further research using the IMB model in this population.
Methods Participants
Participants were recruited from 11 community health centers in Shanghai's Putuo district. Eligibility requirements included being at least 18 years old, reporting an HIV seropositive status, using ART, residing in Shanghai, and willing to complete the questionnaire. All participants were required to provide informed consent. We took measures to ensure participants' privacy during recruitment and enrollment, and all questionnaires will be destroyed after 2 years. Every participant is rewarded with 50 yuan (approximately $7) for completing the questionnaire. Meanwhile, 50 participants were recruited from Shanghai public health clinical center, Shanghai, China. Eligibility requirements and the protection of participants' privacy were as same as above. These people were asked to finish firstly the print-out questionnaire and secondly, the electronic edition of the questionnaire and the interval was 3 months. The collecting data from these 50 participants were used for test-retest reliability.
Questionnaire
The questionnaire includes self-reported demographic characteristics, the modified version of the Community Programs for Clinical Research on AIDS Antiretroviral Medication SelfReport (CPCRA) and the LifeWindows InformationMotivation-Behavioral Skills ART Adherence Questionnaire (LW-IMB-AAQ). The CPCRA contains the name, daily frequency and dose of proscribed drugs, and the exact amount of drugs that they have missed in the past 7 days. ART adherence was calculated by the ratio of the drug doses that they actually took to their prescribed drug doses. The sample was divided into two groups based on ART adherence: a high adherence group (>95% adherence) and a low adherence group (<95% adherence). 25 The LW-IMB-AAQ was translated into Chinese to assess ART-related information (9 items), motivation (10 items), and behavioral skills (13 items). Each of the nine items used to assess ART-related information had a score of 0 or 1, and the total score ranged between 0 and 9. Items in the motivation and behavioral skills constructs are scored from 1 to 5. The total score for the motivation construct ranges from 10 to 50, and ranged from13 to 65 for the behavioral construct.
Data Analysis Item Analysis
The mean and standard deviation (SD) of every item in the questionnaire was described. Then, the critical ratio (CR) was calculated for every item by SPSS 22. The critical ratio (CR) should be higher than 3 and statistically significant. 26 Meanwhile, the correlation coefficient between each item and the total scale scores was checked.
Reliability
Internal consistency, split-half reliability and test-retest reliability were assessed for the whole questionnaire. Cronbach's α coefficient was used for internal consistency of the three sections and total questionnaire, along with SpearmanBrown coefficient for split-half reliability of the total scale, while the interclass correlation coefficient (ICC) was assessed for the test-retest reliability of the three sections and total questionnaire. A value of α above 0.7 is considered as acceptable. 27 The bigger the Spearman-Brown coefficients, the more stable the scale is. 28 ICC lower than 0.4 is considered low, with 0.4-0.6 considered normal, 0.6-0.8 considered moderate and higher than 0.8 considered high. 29 
Validity
Exploratory factor analysis (EFA) was firstly conducted with SPSS 22 to extract the factor structure of the three model sections: information, motivation and behavioral skills. In EFA, principal components analysis with varimax rotation was used. The Kaiser-Meyer-Olkin measure and Bartlett's sphericity were conducted for the legitimacy of the analysis. Then, confirmatory factor analysis (CFA) was employed with SPSS AMOS 24 to test the fitness of the questionnaire. The fit indices were calculated byχ 2 , degree of freedom (df), p-value, χ 2 /df, comparative fit index (CFI), goodness of fit index (GFI) and root-mean-square error of approximation (RMSEA). The reference values for every fitness index were p>0.05, χ 2 /df<3, CFI>0.9, GFI>0.9 and RMSEA<0.08. 30 Then, the convergent validity was tested by the value of the average variance extracted (AVE), which was considered acceptable if the value of AVE was higher than 0.5. Discriminant validity was decided by comparison of the subscale's value of the square root of AVE with the correlation coefficients of the specific subscale with those of other subscales.
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Results
Adherence-Related Behavior and Demographic Characteristics
We recruited 426 participants from 11 community health centers in Shanghai's Putuo district, of which, 95.3% reported a high level of adherence (>95% adherence). Of these 426 participants (Table 1) , 60.8% were 18-40 years old, 94.4% were male, 51.6% were homosexual, 65.5% were single, 54.7% reported homosexual transmission, 75.6% were in the HIV infection stage, 67.0% achieved a college degree or above and 92.5% earned more than 3000 yuan every month. None of these demographic characteristics were relevant to ART adherence (p>0.05). As is shown in Table 2 , the mean scores of the information section and the social behavioral skills section are significantly different between high and low adherence groups (p<0.05) while there is no difference in the motivation section between the two groups.
Item Analysis
The results are shown in Table 3 . Except motivation item 1, the CR coefficients of all items are higher than 3 (p< or = 0.001). Similarly, except motivation item 1, the scores of every item are significantly correlated with the total scores (p<0.001). Therefore, motivation item 1 is deleted for its low CR and item-total correlation.
Reliability
The results are shown in Table 4 . All Cronbach's α coefficients for the three sections and total questionnaire are higher than 0.7, with ICC all higher than 0.6 (p<0.001). And the Spearman-Brown coefficient for the total scale is 0.825. The reliability of the questionnaire is considered acceptable. 
Validity EFA

CFA
The CFA is performed to test the fitness of the questionnaire without the motivation subscale3 for that this scale is not suitable in this model. The result is shown in Table 6 . The construct of the questionnaire is acceptable for p=0.381 (>0.05), χ 2 /df=1.068 (<3), CFI=0.999 (>0.9), GFI=0.995 (>0.9) and RMSEA=0.013 (<0.08). The final model includes three sections: information (2 subscales), motivation (2 subscales), behavioral skills (2 subscales). By referring to the pioneer study by Fisher and looking for commonness among the items in the same subscale, names of these subscales are defined. 21 The information section has two subscales: the effect of ART on health, knowledge about ART and how to take it. The motivation section is classified as personal motivation and social motivation. The behavioral skills section includes self-efficacy about insisting on taking ART and objective abilities of using skills to improve ART adherence. 
Discussion
The final version of the LW-IMB-AAQ included 30 items measuring ART-related information, motivation and behavioral skills. Our results indicate that the questionnaire had good reliability and validity to asses ART adherence in Chinese HIV+ populations. The information section demonstrated good reliability and validity. Furthermore, the results of EFA showed that the information section can be divided into two subscales, one measuring the effect of ART on health, and the other measuring knowledge about ART and how to take it. This finding is consistent with Fisher's study, as is mentioned before, in which he divided the information section into specific information about adherence and heuristics concerning adherence. 21 The first section, the specific information about adherence, is similar to the subscale measuring knowledge about ART and how to take it in our study, including the regimen, correct ART use, side effects and drug interactions. However, the second section, heuristics concerning adherence, is a little different from the subscale measuring the effect of ART on health in our study. Heuristics concerning adherence refer to patients' negative beliefs toward ART adherence. On top of this, the subscale measuring the effect of ART on health in our study also contains one item representing patients' positive beliefs. And being cognizant of the positive effects of ART on health often leads to positive emotions, which in turn is related to positive behavior toward normalizing life. 32 Item analysis suggests that motivation item 1 ("I am worried that other people might realize that I am HIV+ if they see me taking my HIV medications") was not suitable for this model. After deleting motivation item 1, other items are divided into three subscales. But in the final CFA model, subscale3 (motivation item 4: "I feel that my healthcare provider takes my needs into account when making recommendations about which HIV medications to take") should be deleted for that it is not considered as part of the motivation in the Putuo population in Shanghai. Therefore, the motivation section in the final model only has two subscales: personal motivation and with HIV/AIDS positively. 32 Therefore, negative emotions lead to non-adherence through the loss of hope. Besides, social motivation refers to social support from others such as doctors and families. A number of researches have demonstrated that social support has a great impact on ART adherence. [33] [34] [35] All items in the behavioral skills section have been reserved for the acceptable validity and reliability. These items are divided into 2 subscales, one representing selfefficacy about insisting on taking ART and the other one representing objective abilities of using skills to improve ART adherence, which is as same as the classification in the pioneer study by Fisher.
21 Self-efficacy is one's confidence in completing a task or carrying out a certain action. 36 HIV treatment self-efficacy refers to one's confidence in his or her ability of adhering to a therapeutic regimen in spite of difficulties. 37 And numerous studies have proved that adherence self-efficacy is able to predict optimal ART adherence.
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Limitations
The final version of the LW-IMB-AAQ is suitable for this population excluding items motivation items 1 and 4.
However, this study has two limitations. Firstly, this study is limited to only one district in Shanghai and the sample is not that big. Besides, the participants are all managed by their communities while we have no access to HIV+ patients who are out of management. Therefore, this study may not be completely representative of the whole HIV+ patients in Shanghai.
Conclusion
The validity and reliability of this LW-IMB-AAQ are acceptable. The final questionnaire includes 30 items: 9 items in the information section (5 in the subscale measuring the effect of ART on health and 4 in the subscale measuring knowledge about ART and how to take it), 8 items in the motivation section (6 in the personal motivation subscale and 2 in the social motivation subscale) and 13 items in the behavioral skills section (9 items in the subscale representing self-efficacy about insisting on taking ART and 4 items in the subscale representing objective abilities of using skills to improve ART adherence).
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